These alternative names are inaccurate and unsatisfactory, for the clinical and pathological features vary enormously from the near normal to the gross, from one lobule or microscopical field to another, in one or both breasts. That the changes are hormonally induced is accepted, although the mechanisms are unknown.
Prevalence
Of patients presenting with a lump in the breast, benign dysplasia is most common, representing 46% of 2,627 cases in New York (Haagensen 1956 ) and 78% of benign lumps in the breast in England (Wright & Symmers 1966) . In these two series the incidence of carcinoma was 38 % and 41 % respectively. In addition, there are many cases which present in such a way as to make exploration unnecessary or, in a minor form, can be detected only by incidental microscopic examination.
It has been estimated (Haagensen 1956 ) that clinical manifestations are present in 5% of the adult female population and, from autopsy studies, subclinical forms in 50-90 %.
The distinctiyn between normal breast and minor degrees of dysplasia is far from clear.
Pathological Features
There are three main groups: cysts, epithelial proliferation and fibrosclerosis. However, it is important to realize that, although one of these factors is usually dominant, all possible combinations can often be seen in any one lesion or indeed in any one microscopic field.
Cysts may be solitary and large, or multiple and variable in size with a tendency to production of small clusters. Histologically, they are usually fibrous-walled with a single layer of flattened cuboidal epithelium or may show regular papillary overgrowth of epithelium into the lumen.
Epithelial proliferation: It is important to distinguish between increase in numbers of acini, adenosis, and increase in layers of cells lining the acini, regular epithelial proliferation or epitheliosis.
In adenosis there is overgrowth of myoepithelial cells and new acinus formation with progressive hyalinization and acinar distortion which may cause problems of histological interpretation to the inexpert, on frozen section material particularly.
Epitheliosis may be papillary or solid, the former often showing foci of apocrine metaplasia. Solid epitheliosis when severe or atypical requires careful differentiation from lobular or intraduct carcinoma.
Fibrosclerosis, as a tumour-like mass of dense collagenous tissue, is the least common manifestation of dysplasia.
Relationship to Carcinoma This is still unproven. Statistically, Geschikter (1945) found carcinoma twice as commonly in women with mammary dysplasia and Warren (1946) 4-5 times more common. It has been argued that the finding of transitional forms between epitheliosis, intraduct and invasive carcinoma indicates a propensity for this type of lesion to carry a definite malignant potential but, equally, intraduct carcinoma arises in most cases independently of epitheliosis.
Due to lack of accurate information the matter is unresolved but it is acceptable that possible risk of malignant change is not a reason for prophylactic surgery in benign mammary dysplasia, although surgery is usually necessary to establish the diagnosis of the nature of a lump by surgical exploration and synchronous expert pathological evaluation. The normal appearances of breast radiographs vary with the age of the individual. In a young person, the immature breast appears on the radiograph as a dense and featureless mass, as it contains little fat. The maturing breast shows a more complex structure, the breast trabeculte being seen as fairly broad linear shadows arising at the base of the breast and coursing towards the nipple. (The trabecula includes both stromal and parenchymal shadows.) The trabecule are made visible by the presence of fat within the breast. The quantity of fat increases with age, making the trabecule stand out more sharply. In the mature adult the trabecule appear relatively thinner and the lactiferous ducts may be seen in the subareolar After the menopause, the trabeculb atrophy to thin fibrous strands and small fibrous nodules and vascular calcification is commonly seen. The greater part of the volume of the breast is usually due to fat. The most common abnormality is adenosis, or unencapsulated lobular hyperplasia. The dividing line between normal appearances and minor degrees of adenosis is hard to define with any accuracy. Areas of adenosis appear as poorly defined opacities having irregular margins and a density which is insufficient to obscure the breast trabeculk. The normal trabecular pattern is thus often preserved in simple adenosis. The severity of adenosis varies considerably and when the areas begin to overlap it is usually termed confluent adenosis. When the areas remain separate the term discrete adenosis is applied, but these descriptive terms to not correspond to particular histological patterns.
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The pattern of progression of adenosis varies considerably. In some patients complete regression may occur with disappearance or fibrosis of the lesions, while others progress to fibrocystic disease. Poorly defined dense areas due to adenosis are seen, but in addition there are discrete round opacities of varying size due to cysts. The trabecular architecture of the breast is largely obliterated by increase of fibrous tissue. Cysts are seen less frequently in older patients and presumably may disappear spontaneously. Cysts may be solitary or multiple and great variation in size is seen. They appear as rounded circumscribed lesions the size of which tends to correspond on radiological and clinical estimation. Multiple cysts may overlap and give a spurious appearance of lobulation. Other patients with adenosis may develop a completely or partially encapsulated tumour known as a fibroadenoma. A fibroadenoma may arise in an area of adenosis and may only be well defined over part of its outline. Some are completely circumscribed and may be lobulated. An enlarging fibroadenoma displaces neighbouring fat and may become surrounded by a fat halo (Fig 2) . Great variation in size is seen, and in some patients the fibroadenoma may occupy almost the entire breast, so-called giant fibroadenoma or cystosarcoma phalloides. As fibroadenomas are relatively soft, they flatten slightly when compressed for radiography and appear rather larger on the film than they do on clinical assessment. After the menopause calcification is common, the pattern of calcification being very much coarser than that occurring in carcinoma.
An abnormality unrelated to adenosis is secretory disease, or duct ectasia (Fig 3) . Dilated ducts are seen in the sub-areolar region, radiating in a fan-like arrangement into the breast parenchyma. The dilatation may be more clearly demonstrated after injection with opaque medium. Calcification of inspissated debris within the ducts may occur showing a coarse pattern of linear streaks and small annular opacities. Nipple retraction and discharge is common and a palpable mass may be present, giving rise to the suspicion of carcinoma. The radiological appearances are readily distinguishable in most cases. Intraductal calcification is also seen in epitheliosis or intraductal hyperplasia. This is usually very fine and requires meticulous radiological technique and careful examination of the film for its detection, which is important, as epitheliosis may progress to carcinoma-in-situ and to invasive carcinoma. The distinction may be impossible and the site of radiological abnormality should be biopsied. Benign intraductal papilloma is a related lesion which cannot usually be identified by soft-tissue mammography, though it may appear as a local dilatation of a duct. However, if the discharging duct can be identified and cannulated, contrast medium may be injected, thus outliring the papilloma.
The fibrous breast resembles the immature type of breast, in that it contains virtually no fat, but is seen in adult patients. It is possible that it is merely a failure of the breast to mature but, alternatively, may represent a true dysplasia. A lipoma of the breast is strikingly translucent compared with other benign tumours. A breast abscess may resemble a carcinoma in that there is a dense opacity associated with diffuse cedema of the breast particularly involving the skin (Fig 4) .
The radiological features of benign breast disease are such as to indicate the following main possibilities:
(1) Patients with nodular breasts due to adenosis may be spared any surgical intervention as the mammogram will demonstrate that there is no dominant mass present.
(2) The presence of a cyst or fibroadenoma as distinct from an area of simple adenosis may be demonstrated and may indicate the need for aspiration or biopsy.
(3) A radiological diagnosis is usually possible in patients with duct ectasia, in whom there may be clinical suspicion of carcinoma.
(4) Areas of epitheliosis may be detected and the site for biopsy indicated before any discrete abnormality becomes clinically apparent. The confusion which besets the surgeon in his dealings with benign mammary dysplasia is largely one of nomenclature and has been caused by the surgeon's attempt to diagnose, on clinical examination, pathological states which can only be recognized with a microscope. The human eye and hand cannot distinguish the finer points of microscopic anatomy. The surgeon's nomenclature must be simple and he should not steal his pathologic-al colleague's more precise labels -
